In this study the location of the lower oesophageal sphincter measured by manometry and the location of the squamous columnar junction measured by endoscopy were determined in 109 healthy controls and 778 patients with different degrees of endoscopic oesophagitis. No significant differences in the prevalence and severity of the heartburn and regurgitation were observed when different degrees of oesophagitis were compared but dysphagia was more common and severe in patients with complicated Barrett's oesophagus (p<O0OOl). This group also showed a male predominance and older age compared with other groups. The total length of the oesophagus, measured by the location of the distal end of the lower oesophageal sphincter was similar in all patients; however, the location of the squamous columnar junction extended more proximally and was related to the increasing severity of endoscopic oesophagitis. The manometric defects at the cardia were more frequent in severe oesophagitis (p<0-001). These results suggest that, during the course of oesophagitis, the squamous columnar junction is displaced proximally. This displacement is limited to the mucosa, however, and does not involve the muscular layer, because the lower oesophageal sphincter undergoes no dislocation.
There is controversy over the precise location of the true oesophagogastric junction or 'cardia' in patients with reflux oesophagitis.'2 For many endoscopists, the squamous columnar junction is considered as the representative of the oesophagogastric junction and the segment distal to it is frequently thought of as a 'hiatal hernia', because of the presence of gastric mucosa. '3-5 For radiologists, it is difficult to be precise because when contrast medium is passing through the distal oesophagus, the lower oesophageal sphincter is relaxed and it is impossible to define. I7 For gastroenterologists and surgeons who perform manometric studies, the distal end of the lower oesophageal sphincter, which has an abdominal portion of 1 to 2 cm long, is the true oesophagogastric junction. 2 
I`o
These different criteria have led to confusion in the diagnosis of the tubular or dilated segment distal to the mucosal junction. Is it a hiatal hernia or a portion of oesophagus lined by columnar epithelium? This discrepancy is in part, caused by the many reports in which patients with reflux oesophagitis are taken as a single group, without separating them according to the degree or severity of the injury to the oesophageal mucosa, and in part by the lack of manometric studies in the same patients.
The purpose of the present prospective study was to analyse 109 controls and 778 patients with reflux oesophagitis, who were divided into five categories according to the endoscopic findings, evaluating the following parameters: (a) symptoms of gastrooesophageal reflux; (b) determination of the location of the squamous columnar junction by endoscopy, and the location of the distal and proximal end of the lower oesophageal sphincter by manometry, and (c) to determine the characteristics of the mechanical defects of the lower oesophageal sphincter in all groups.
Methods

SUBJECTS STUDIED
This prospective study was carried out between January 1985 and December 1990. Two groups were analysed: (a) Control subjects One hundred and nine adult asymptomatic cases without any abdominal complaints (68 women, with a mean age of 45 6 years), who agreed to participate in this study, were selected from an original group of 120 controls; 11 prevalence columnar mucosal junction seen by endoscopy among the are shown in Table III Figure 4 where the mucosal junction seen at endoscopy is located more proximal according to the increasing severity of reflux oesophagitis. The lower oesophageal sphincter, however, remains in a similar location independent of the oesophageal damage. The in these cases. '9 22 What makes the difference between these reports and our study, however, is the fact that we clearly divided patients with gastrooesophageal reflux from those with endoscopic oesophagitis into different degrees or categories and in the number of patients evaluated, which is less than 50 in all these studies. The definition of a Barrett's oesophagus, although it seems very simple (distal oesophagus lined by metaplastic gastric or columnar epithelium), is subject to much controversy. Should it be an endoscopic, radiological, pathological or manometric definition? The point is to define the precise junction between the oesophagus and the stomach, which unfortunately is quite difficult. Anatomical landmarks are not clinically applicable. As it has been shown in the present study, the normal squamous columnar junction does not correspond to the distal end of the lower oesophageal sphincter, and it is located in the midportion of this sphincter, at a mean distance of 17 mm from its distal end measured by manometry. Radiological studies are not able to precisely define the muscular end of the oesophagus and when a Barrett's oesophagus is present with gastric mucosa lining the distal oesophagus, it can easily be mistaken for a hiatal hernia. Endoscopy in the diagnosis of a Barrett's oesophagus is more precise,23 but when the distal oesophagus is dilated, which is a usual finding in these cases and a hypotensive lower oesophageal sphincter is present, it is more difficult to detect the true oesophagogastric junction or cardia. In Therefore, in the present study we have shown that the total length ofthe oesophagus, measured by the location of the distal end of the lower oesophageal sphincter is similar in all patients, but the squamous columnar junction extends more proximally parallel to the increasing severity of the endoscopic oesophagitis. This finding is closely related to the frequent problem caused by the radiological and endoscopical diagnosis of a 'small hiatal hernia'. As it can be noted in the present study, we avoided the use of this terminology. It must be clear that the squamous columnar junction does not represent the true oesophagogastric junction or cardia, as it has been previously demonstrated by simultaneous determination of potential difference change and manometric studies.32 33 This is why the distal ring noted by some authors is only a mucosal stricture, which marks only the mucosal junction and not the true muscular oesophagogastric junction as observed by Reinaldo and Gahagan,34 and Harris.35 Therefore, it may not represent a hiatal hernia as reported by Lauren36 and Cauthorne,37 who showed that these mucosal rings occur near the upper margin of the lower oesophageal sphincter. We believe that the diagnosis of hiatal hernia has been over exagerated and only manometric studies combined with precise endoscopic evaluation can say whether we are dealing with a true hiatal hernia or a small initial Barrett's oesophagus. 
